
Please fill out both sides of this form and return it to the reception desk 

(LOGO) 

PATIENT INFORMATION: 
     Date ________________________

Patient’s name _____________________________________________________ Date of birth _____________________ 

Address __________________________________________________________ Patient’s age _____________________

City, State, Zip _____________________________________________________ Home phone _____________________

Patient’s school ____________________________________________________ Grade ___________________________

Nickname ____________________________________ Hobbies, Interests ______________________________________

Sports _______________________________________ Pets _________________________________________________

Mother’s name ____________________________________________________ Home phone ______________________

Address _________________________________________________________ Cell phone ________________________

City, State, Zip ______________________________________________________________________________________

Occupation ___________________________________ Employer _____________________________________________

Bus. address ______________________________________________________ Bus. phone _______________________

City, State, Zip ________________________________ Social Security number __________________________________

Father’s name______________________________________________________ Home phone _____________________

Address ___________________________________________________________Cell phone _______________________

City, State, Zip ______________________________________________________________________________________

Occupation ___________________________________ Employer _____________________________________________

Bus, address _______________________________________________________ Bus. phone ______________________

City, State, Zip ________________________________ Social Security number __________________________________

For our automated reminder service, please choose your contact preference – select one & clearly write number: 

Home phone __________________________     or  Cell phone _______________________________________

E-mail address, for announcements, messages and website interactivity ________________________________________

Whom may we thank for referring you to our office? _________________________________________________________

Do you have any friends or relatives in our practice? ________________________________________________________

Insurance information:  Policy/Company name _________________________ Policy number _______________________

     Policy/Company name _________________________ Policy number _______________________

Special requests, considerations or comments ____________________________________________________________

__________________________________________________________________________________________________

Dr. Robert  Loeb 
Dr. Allison Loeb
180 Ramapo Valley RoadsdsdfsdsfsdfsdfdsfsdsfdfT: (201) 337-3701 
Oakland, NJ 07436fdsfsfsfdsfdsfsdfsdfsdfdsfdsfF: (201) 337-3083

NJ SPECIALTY LICENSE 
NUMBERS 2081, 5772



Patient's Name_______________________________________________Date of Birth__________________ 
MEDICAL HISTORY
Patient’s Physician_________________________Town_____________________Phone_________________

Is your physician currently treating you for any reason?......................................................

If yes, please explain____________________________________________

If yes, please explain____________________________________________

If yes, please explain____________________________________________

If yes, please explain____________________________________________

If yes, please explain____________________________________________

If yes, please explain____________________________________________

If yes, please explain____________________________________________

Have you ever been hospitalized?.......................................................................................

Are you currently taking any pills, drugs or other medications?...........................................

If yes, please list name & reason: 1. ____________________  Reason____________________________
2. ____________________  Reason____________________________
3. ____________________  Reason____________________________
4. ____________________  Reason____________________________

Women, are you pregnant?    YES  NO   If yes, when do you expect? ______________________________
Do you have, or have you ever had, any of the following?  

If yes to any of the above, please explain_____________________________________________________
_______________________________________________________________________________________

Have you ever been told to take antibiotics before dental procedures?................................

Are you allergic to any medications or drugs?.....................................................................

Do you have any other allergies?.........................................................................................

DENTAL HISTORY
Patient’s Dentist__________________________Town______________________Phone_________________

Approximate date of last dental check-up?______________________________________ 

Do you have discomfort in your teeth or jaw? ......................................................................

Do your joints pop, click or grate when opening widely? .....................................................

Do you clench or grind your teeth? ......................................................................................

I agree to notify you if there is any change in my (child's) health status.
Signature_________________________________________ Date____________________

YES     NO

1. Heart disease or chest pains
2. High Blood Pressure
3. Heart Murmur
4. Pacemaker or artificial valves
5. Rheumatic fever
6. Diabetes
7. Blood disorders or anemia
8. Lung or breathing problems
9. Asthma
10. Kidney or liver problems
11. Hepatitis

12.Thyroid problems
13. Stomach or intestinal problems
14. Tuberculosis
15. Arthritis
16. Artificial joint replacements
17. Epilepsy or seizures
18. Syphilis, gonorrhea, AIDS
19. Tumors or cancer
20. Radiation therapy
21. Shortness of breath

Medical-Dental Questionnaire:



' Dental Claim Form

1. Type of Transaction ([/ark all applicable boxes)

l-l Statement of nctual Services f--l Request for Predetermination/Preauthorization

2. Predstermination/Preauthorization Number POLICYHOLDER/SUBSGRIBER IilFORMATIOI{ (For tn6urance Company Named in #3)

12. Pollcyholder/Subscriber Name (Last, Flrst, [/iddle lnltlal, Sufflx), Address, City, State, Zlp Cod6

IilSURAiICE COMPAilY/DEilTAL BEI{EFIT PLAT{ !NFORMATION

3. Company/Plan Nafte, Addre8s, Clty, State, Zlp Code

13. Date of Birth (MM/DD/CCYY) 15. Policyhold6r/Subscriber lD (SSN or l0#)

OTI{ER COVERAGE (Mark eppllcablo box and complots ltems 5-'11. lf none, Ieav6 blank.)

(lf both, complote 5-11 for dontal only.)

5, Name of Policyholdor/Subscrib6r ln #4 (Last, First, [4iddle lnitlal, Sutfix)

18. Relationship to Polioyhold6r/Subscrlber in #12 Above

Self I Spouse I lDependentChitd I lOttrer6. oate of Blrth (MIV/DD/CCYY) 8. PollcyholderSubscribar lD (SSN or lD#)

20, Name (Last, First, Middle lnltial, Suffix), Address, City, State, Zlp Cod€

10. Patlent's Rslationship to Person named ln #5

I s"ri l-l spor"" l-l Depenoent I otner

1 1 . Othor lnsurance Company/Dontal Beneflt Plan Name, Address, Clty, State, Zip Code

21. Date of Birth (M|\,4/DD/CCYY) 23. Patient lD/Account # (Assigned by Dentist)

RECORD OF SENVICES PROVIDED

33. Missing T66th lnformation (Place an "X" on each missing tooth.) 34. Diagnosis Code List Qualifier ( ICD-9 = B; ICD-10 = AB )

5 6 7 I I 10 11 12 13 14 15 16 34a. Diagnosis Code(s) A

(Primary diagnosis in "A") B D32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17

36. I havs bsen informed of the treatment plan and associatsd fsss, I agree to be responslble for all
chargss for dental services and materials not paid by my dental benellt plan, unless prohibited by
law, or th6 treatlng dentist or dontal practic€ has e contrac,tuel agroement with my plan prohibiting all
or a portion of such cherg6s. To the extent pormltted by law, I consont to your use and disclosure
of my protectgd health informatlon to carry out peyment activitios in connoctlon with thlB claim.

x
Patlonvcuardlen Slgnature Dete

38, Place ofTreatment | ] (e.9. 11=officei 22=OiP Hospitst)

(UsE "Place of Ssrvice Cod€s for Professlonsl CIaims")

39. Enclosuros (Y or N)

40, lB Treatment for Orthodontics?

No (Sklp41-42) | lYes(Completo4l-42)

41. Dato Appliance Placed (N4M/DD/CCYY)

43. Replacem6nt of ProsthEsls

No | | Y6s (Complete 44)

44. Date of Prlor Placoment (M[I/DD/CCYY)

37, I h.reby euthorlzo and dlrect peyment ofthe dantal b6n6flt8 otherwls6 payable to me, dlractly
to ths below named dentlst or dgntal entlty.

x Ocoupatlonal llh€Er/lnjury l-l Auto €ocldcnt [-l Other accld€nt

46, Date ofAccldcnt (MM/DD/OCYY)

BILLIilO DENTIST OR DlllTAL ENTITY (Leave blank lf dantlst or dentat cntlty ls not
BUbmlttlng olalm on behalf of the petlent or lnsured/BubBcrlber,)

TREATIT{O DII{TIET A]{D TREATMEilT LOCATIOI{ I}IFORMATIOil

53. I her€by csrtlfy that the proc€duraE as Indlceted by det6 ar6 ln progrees (for procaduros thet roqulre
multlple vlslts) or hev€ been compl€ted,

Slgned (Treatlng Dentlst) Dat6

48. Name, Addre88, Clty, State, Zlp Cods

56. Addrass, City, Stete, Zip CodE

J4300 (Same as ADA Dcntal Claim Form - J430, J431 , J432, J433, J434)

Please complete the highlighted items below:
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	Please fill out and print this form and return it to our office at your first appointment: 
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